The Rohingya people have resided in Myanmar since before 1799, 1 2 but in 1982 the state stripped them of citizenship under the pretext that they were "illegal" migrants from
Bangladesh. 3 Decades of statelessness and systematic persecution of has meant the Rohingya have been excluded from education and healthcare, subjected to restrictions on births and marriages, and forced to relocate to camps for internally displaced persons, where their movement is severely restricted. As a consequence, the Rohingya people have an acute malnutrition rate 50% higher than non-Rohingya residents in Rakhine state, and diarrheal illness rate five-fold greater than the general Myanmar population. The ongoing military onslaught has destroyed more than 300 Rohingya villages, including more than 10 000 homes. 5 These offensives have included the use of helicopter gunships against civilians 6 and widespread rape. 7 The Office of the United Nations High
Commissioner for Human Rights (OHCHR) has identified these abuses as crimes against humanity, 2 and Myanmar's government has been accused of carrying out "ethnic cleansing." 8 9 This term was coined by the late Yugoslav and Serbian politician Slobodan Milosevic for forced displacement and genocide, but is not included in international law-releasing the international community from its obligation to respond.
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Responsibility to act
Regardless of the legal debate, in the face of what the OHCHR suspects may be crimes against humanity and accounts of abuses tantamount to a slow burning genocide, 11 the global health community has a responsibility to act.
Firstly, the international community must rapidly increase aid delivery for Rohingya arrivals and current camp residents in Bangladesh. Amid lack of shelter, food shortages, and inadequate healthcare, poor sanitation and shortages of potable water are contributing to severe dehydration and diarrhoea. In 1978 an estimated 10 000 Rohingya, 7,000 of whom were children, died from starvation and diarrhoeal illness over several months. 12 To avoid history repeating itself, sufficient resources must be allocated to implement preventive water, sanitation, and hygiene (WASH) and nutrition interventions, including the building of latrines, safe water storage in camps, distribution of ready-to-use food, and micronutrient supplements.
Secondly, Rohingya must be safeguarded from harm, especially while in flight. In particular, unaccompanied minors fleeing Myanmar must be protected from sexual violence, including sexual exploitation, forced child marriage, and recruitment as military sex slaves. Fourth, data collection and information-sharing must be organised between international aid agencies, especially health providers, so that the full range of abuses can be documented and care needs can be understood and met. Data-driven evidence is essential for current advocacy, for future potential criminal prosecution, and as an accurate historical record.
The ongoing abuses of the Rohingya have resulted in as many living stateless and in dire conditions in camps within Bangladesh as there are left in Myanmar. These men, women and many, many children-and the more than 300 000 Rohingya living across south east and south Asia-must receive urgent health prevention measures to protect them from what will surely be pending epidemics resulting from their exodus during this slow burning genocide.
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